INTRODUCTION
A total of 13% to 20% of US children and adolescents experience a mental* disorder in a given year. 1 According to the seminal Great Smoky Mountain Study, which has followed a cohort of rural US youth since 1992, 19% of youth manifested impaired mental functioning without meeting the criteria for diagnosis as a mental disorder (ie, subthreshold symptoms). 2 The authors of this study have since shown that adults who had a childhood mental disorder have 6 times the odds of at least 1 adverse adult outcome in the domain of health, legal, financial, or social functioning compared with adults without childhood disorders, even after controlling for childhood psychosocial hardships. Adults who had impaired functioning and subthreshold psychiatric symptoms during childhood-termed "problems" in this statement-have 3 times the odds of adverse outcomes as adults. 3 These findings underscore the importance to adult health of both mental health disorders and mental health problems during childhood.
The prevalence of mental health disorders and problems (collectively termed "conditions" in this statement) in children and adolescents is increasing and, alarmingly, suicide rates are now the second leading cause of death in young people from 10 to 24 years of age. [4] [5] [6] Furthermore, nearly 6 million children were considered disabled in 2010-2011, an increase of more than 15% from a decade earlier; among these children, reported disability related to physical illnesses decreased by 11.8%, whereas disability related to neurodevelopmental and mental health conditions increased by 20.9%. 5 Although the highest rates of reported neurodevelopmental and mental health disabilities were seen in children living in poverty, the greatest increase in prevalence of reported neurodevelopmental and mental health disabilities occurred, unexpectedly, among children living in socially advantaged households (income $400% of the federal poverty level). 5 Comorbid mental health conditions often complicate chronic physical conditions, decreasing the quality of life for affected children and increasing the cost of their care. [7] [8] [9] [10] [11] [12] Because of stigma, shortages of mental health specialists, administrative barriers in health insurance plans, cost, and other barriers to mental health specialty care, an estimated 75% of children with mental health disorders go untreated. [13] [14] [15] [16] Primary care physicians are the sole physician managers of care for an estimated 4 in 10 US children with attentiondeficit/hyperactivity disorder (ADHD) and one-third with mental disorders overall. 17 In 2009, the American Academy of Pediatrics (AAP) issued a policy statement, "The Future of Pediatrics: Mental Health Competencies for Pediatric Primary Care," proposing competencies-skills, knowledge, and attitudes-requisite to providing mental health care of children in primary care settings and recommending steps toward achieving them. 18 In the policy, the AAP documented the many forces driving the need for enhancements in pediatric mental health practice.
Updates to the Previous Statement
In the years since publication of the original policy statement on mental health competencies, increases in childhood mental health morbidity and mortality and a number of other developments have added to the urgency of enhancing pediatric mental health practice. A federal parity law has required that insurers cover mental health and physical health conditions equivalently. 19, 20 Researchers have shown that early positive and adverse environmental influences-caregivers' protective and nurturing relationships with the child, social determinants of health, traumatic experiences (ecology), and genetic influences (biology)-interact to affect learning capacities, adaptive behaviors, lifelong physical and mental health, and adult productivity, and pediatricians have a role to play in addressing chronic stress and adverse early childhood experiences. [21] [22] [23] [24] Transformative changes in the health care delivery system-payment for value, systemand practice-level integration of mental health and medical services, crossdiscipline accountability for outcomes, and the increasing importance of the family-and patientcentered medical home-all have the potential to influence mental health care delivery. [25] [26] [27] Furthermore, improving training and competence in mental health care for future pediatricians-pediatric subspecialists as well as primary care pediatricians-has become a national priority of the American Board of Pediatrics 28,29 and the Association of Pediatric Program Directors. 30 In this statement, we (1) discuss the unique aspects of the pediatrician's role in mental health care; (2) articulate competencies needed by the pediatrician to promote healthy social-emotional development, identify risks and emerging symptoms, prevent or mitigate impairment from mental health symptoms, and address the mental health and substance use conditions prevalent among children and adolescents in the United States; and (3) recommend achievable next steps toward enhancing mental health practice to support pediatricians in providing mental health care. The accompanying technical report, "Achieving the Pediatric Mental Health Competencies," is focused on strategies to train future pediatricians and prepare practices for achieving the competencies. 31 
Uniqueness of the Pediatrician's Role in Mental Health Care
Traditional concepts of mental health care as well as mental health payment systems build on the assumption that treatment must follow the diagnosis of a disorder. However, this diagnostic approach does not take into account the many opportunities afforded pediatricians, both in general and subspecialty practice, to promote mental health and to offer primary and secondary prevention. Nor do these traditional concepts address the issue that many children have impaired functioning although they do not meet the diagnostic criteria for a specific mental disorder. Consequently, pediatric mental health competencies differ in some important respects from competencies of mental health professionals. The unique role of pediatricians in mental health care stems from the "primary care advantage," which is a developmental mind-set, and their role at the front lines of children's health care. 32 Primary care pediatricians typically see their patients longitudinally, giving them the opportunity to develop a trusting and empowering therapeutic relationship with patients and their families; to promote socialemotional health with every contact, whether for routine health supervision, acute care, or care of a child's chronic medical or developmental condition; to prevent mental health problems through education and anticipatory guidance; and to intervene in a timely way if and when risks, concerns, or symptoms emerge. Recognizing the longitudinal and close relationships that many pediatric subspecialists have with patients and families, the authors of this statement have expanded the concept of primary care advantage to the "pediatric advantage." Pediatric subspecialists, like pediatric primary care clinicians, need basic mental health competencies. Children and adolescents with somatic manifestations of mental health problems often present to pediatric medical subspecialists or surgical specialists for evaluation of their symptoms; awareness of mental health etiologies has the potential to prevent costly and traumatic workups and expedite referral for necessary mental health services. 33 Children and adolescents with chronic medical conditions have a higher prevalence of mental health problems than do their peers without those conditions; and unrecognized mental health problems, particularly anxiety and depression, often drive excessive use of medical services in children with a chronic illness and impede adherence to their medical treatment. 34 Furthermore, children and adolescents with serious and lifethreatening medical and surgical conditions often experience trauma, such as painful medical procedures, disfigurement, separation from loved ones during hospitalizations, and their own and their loved ones' fears about prognosis. 35 For these reasons, mental health competencies involving clinical assessment, screening, early intervention, referral, and comanagement are relevant to pediatric subspecialists who care for children with chronic conditions. Subspecialists have the additional responsibility of coordinating any mental health services they provide with patients' primary care clinicians to prevent duplication of effort, connect children and families to accessible local resources, and reach agreement on respective roles in monitoring patients' mental health care.
Integration of Mental Health Care Into Pediatric Workflow
The AAP Task Force on Mental Health (2004-2010) spoke to the importance of enhancing pediatricians' mental health practice while recognizing that incorporating mental health care into a busy pediatric practice can be a daunting prospect. The task force offered an algorithm, the "Primary Care Approach to Mental Health Care," depicting a process by which mental health services can be woven into practice flow, and tied each step in the algorithm to Current Procedural Terminology coding guidance that can potentially support those mental health-related activities in a fee-forservice environment. 32 The AAP Mental Health Leadership Work Group (2011-present) recently updated this to the "Algorithm: A Process for Integrating Mental Health Care Into Pediatric Practice" (see Fig 1) . The AAP has a number of resources to assist with coding for mental health care.
The pediatric process for identifying and managing mental health problems is similar to the iterative process of caring for a child with fever and no focal findings: the clinician's initial assessment of the febrile child's severity of illness determines if there is a serious problem that urgently requires further diagnostic evaluation and treatment; if not, the clinician advises the family on symptomatic care and watchful waiting and advises the family to return for further assessment if symptoms persist or worsen. Similarly, a mental health concern of the patient, family, or child care and/or school personnel (or scheduling of a routine health supervision visit [algorithm step 1]) triggers a preliminary psychosocial assessment (algorithm step 2). This initial assessment can be expedited by use of previsit collection of data and screening tools (electronic or paper and pencil), which the clinician can review in advance of the visit, followed by a brief interview and observations to explore findings (both positive and negative) and the opportunity to highlight the child's and family's strengths, an important element of supportive, familycentered care. Finding a problem that is not simply a normal behavioral variation (algorithm step 3) necessitates triage for a psychiatric and/or social emergency and, if indicated, immediate care in the subspecialty or social service system (algorithm steps 9 and 10). In making these determinations, it is important to understand the family context, namely, the added risks conferred by adverse social determinants of health, which may exacerbate the problem and precipitate an emergency.
Intervention will need to include supports to address social determinants.
If an identified problem is not an emergency, the clinician can undertake 1 or more brief interventions, as time allows, during the current visit or at follow-up visit(s) (algorithm step 11). These interventions may include iteratively expanding the assessment, for example, by using secondary screening tools, gathering information from school personnel or child care providers, or having the family create a diary of problem behaviors and their triggers. Brief interventions may also include referral of a family member for assistance in addressing his or her own social or mental health problems that may be contributing to the child's difficulties. In addition, brief interventions may include evidenceinformed techniques to address the child's symptoms, as described in the section immediately below.
When indicated by findings of the assessment and/or by failure to respond to brief therapeutic interventions, a full diagnostic assessment can be performed, either by the pediatrician (algorithm step 15) at a follow-up visit or through referral to a specialist (algorithm step 16), followed by the steps of care planning and implementation, comanagement, and monitoring the child's progress (algorithm steps 17 and 18).
Brief Interventions: Addressing Mental Health Symptoms in the Context of a Busy Pediatric Practice
Although disorder-specific, standardized psychosocial treatments have been a valuable advance in the mental health field generally, their real-world application to the care of children and adolescents has been limited by the fact that many young people are "diagnostically heterogeneous"; that is, they manifest symptoms of multiple disorders or problems, and their manifestations are variably triggered by events and by their social environment. These limitations led researchers in the field of psychotherapy to develop and successfully apply "transdiagnostic" approaches to the care of children and adolescents, addressing multiple disorders and problems by using a single protocol and allowing for more flexibility in selecting and sequencing interventions. 36 A number of transdiagnostic approaches are proving to be adaptable for use as brief interventions in pediatric settings. The goals of brief therapeutic interventions for children and adolescents with emerging symptoms of mild to moderate severity are to improve the patient's functioning, reduce distress in the patient and parents, and potentially prevent a later disorder. For children and adolescents identified as needing mental health and/or developmentalbehavioral specialty involvement, goals of brief interventions are to help overcome barriers to their accessing care, to ameliorate symptoms and distress while awaiting completion of the referral, and to monitor the patient's functioning and well-being while awaiting higher levels of care. Brevity of these interventions, ideally no more than 10 to 15 minutes per session, mitigates disruption to practice flow. Although formal evaluation of these adaptations is in its early stages, authors of studies suggest that they can be readily learned by pediatric clinicians and are beneficial to the child and family. 37 Table 1 is used to excerpt several of these adaptations from a summary by Wissow et al. 37 All of these approaches feature prominently in the pediatric mental health competencies; 2 require further explanation.
"Common-factors" communication skills, so named because they are components of effective interventions common to diverse therapies across multiple diagnoses, are foundational among the proposed pediatric mental health competencies. These communication techniques include clinician interpersonal skills that help to build a therapeutic alliance-the felt bond between the clinician and patient and/or family, a powerful factor in facilitating emotional and psychological healing-which, in turn, increases the patient and/or family's optimism, feelings of wellbeing, and willingness to work toward improved health. Other commonfactors techniques target feelings of anger, ambivalence, and hopelessness, family conflicts, and barriers to behavior change and help seeking. Still other techniques keep the discussion focused, practical, and organized. These techniques come from family therapy, cognitive therapy, motivational interviewing, family engagement, family-focused pediatrics, and solutionfocused therapy. 38 They have been proven useful and effective in addressing mental health symptoms in pediatrics across the age spectrum and can be readily acquired by experienced clinicians. 39 Importantly, when time is short, the clinician can also use them to bring a visit to a supportive close while committing his or her loyalty and further assistance to the patient and family-that is, reinforcing the therapeutic alliance, even as he or she accommodates to the rapid pace of the practice.
See Table 2 for the HELP mnemonic, developed by the AAP Task Force on Mental Health to summarize components of the common-factors approach.
"Common-elements" approaches can also be used as brief interventions. They differ from common factors in that instead of applying to a range of diagnoses that are not causally related, common elements are semispecific components of psychosocial therapies that apply to a group of related conditions. [40] [41] [42] [43] In this approach, the clinician caring for a patient who manifests a cluster of causally related symptoms-for example, fearfulness and avoidant behaviors-draws interventions from evidence-based psychosocial therapies for a related set of disorders-in this example, anxiety disorders. Thus, as a first-line intervention to help an anxious child, the pediatrician coaches the parent to provide gradual exposure to feared activities or objects and to model brave behavior-common elements in a number of effective psychosocial treatments for anxiety disorders. Such interventions can be definitive or a means to reduce distress and ameliorate symptoms while a child is awaiting mental health specialty assessment and/or care. Table 3 is used to summarize promising common-elements approaches applicable to common pediatric primary care problems.
Certain evidence-based complementary and integrative medicine approaches may also lend themselves to brief interventions: for example, relaxation and other selfregulation therapies reveal promise in assisting children to manage stress and build their resilience to trauma and social adversities. 43 Other brief interventions include coaching parents in managing a particular behavior (eg, "time-out" for disruptive behavior 44 ) or, more broadly, strategies to reduce stress in the household and to foster a sense of closeness and emotional security, for example, reading together, 45 sharing outdoor time, 46 or parent-child "special time"-a regularly scheduled period as brief as 5 to 10 minutes set aside for a one-on-one, interactive activity of the child's choice. 47 Selfhelp resources may also be useful (eg, online depression management). 48 53 We have used this framework to develop a detailed outline of pediatric mental health competencies for use by pediatric educators; this outline is available at www.aap.org/mentalhealth. Competencies most salient to this statement are listed in Tables 4 and 5 .
Clinical Skills
All pediatricians need skills to promote mental health, efficiently perform psychosocial assessments, and provide primary and secondary preventive services (eg, anticipatory guidance, screening). They need to be able to triage for psychiatric emergencies (eg, suicidal or homicidal intent, psychotic thoughts) and social emergencies (eg, child abuse or neglect, domestic violence, other imminent threats to safety). Communicate empathy by listening attentively, acknowledging struggles and distress, and sharing happiness experienced by the child and family. L 2 = Language, Loyalty Use the child or family' s own language (not a clinical label) to reflect your understanding of the problem as they see it and to give the child and family an opportunity to correct any misperceptions. Communicate loyalty to the family by expressing your support and your commitment to help now and in the future. P 3 = Permission, Partnership, Plan Ask the family' s permission for you to ask more in-depth and potentially sensitive questions or make suggestions for further evaluation or management. Partner with the child and family to identify any barriers or resistance to addressing the problem, find strategies to bypass or overcome barriers, and find agreement on achievable steps (or simply an achievable first step) aligned with the family' s motivation. The more difficult the problem, the more important is the promise of partnership. On the basis of the child' s and family' s preferences and sense of urgency, establish a plan (or incremental first step) through which the child and family will take some action(s), work toward greater readiness to take action, or monitor the problem and follow-up with you. ( Pediatricians need to be able to establish a therapeutic alliance with the patient and family and take initial action on any identified mental health and social concerns, as described above. All pediatricians also need to know how to organize the care of patients who require mental health specialty referral or consultation, facilitate transfer of trust to mental health specialists, and coordinate their patients' mental health care with other clinicians, reaching previous agreement on respective roles, such as who will prescribe and monitor medications and how communication will take place. The care team might include any of the individuals listed in Table 6 , on-or off-site. For a discussion of collaborative care models that integrate services of mental health and pediatric professionals, see the accompanying technical report. 31 The clinical role of the pediatrician will depend on the patient's condition and level of impairment, interventions and supports needed, patient and family priorities and preferences, pediatrician's selfperception of efficacy and capacity, and accessibility of community services.
Disorders such as maladaptive aggression 54, 55 and bipolar disorder 56 may require medications for which pediatricians will need specialized training or consultation from physician mental health specialists to prescribe (eg, antipsychotics, lithium). Comanagement-formally defined as "collaborative and coordinated care that is conceptualized, planned, delivered, and evaluated by 2 or more health care providers" 57 -is a successful Pediatricians providing care to children and adolescents can maximize the patient' s and family' s health, agency, sense of safety, respect, and partnership by developing competence in performing the following activities: Promotion and primary prevention Promote healthy emotional development by providing anticipatory guidance on healthy lifestyles and stress management Routinely gather an age-appropriate psychosocial history, applying appropriate tools to assist with data gathering Secondary prevention Identify and evaluate risk factors to healthy emotional development and emerging symptoms that could cause impairment or suggest future mental health problems, applying appropriate tools to assist with screening and refer to community resources when appropriate (ie, parenting programs) Assessment
Recognize mental health emergencies such as suicide risk, severe functional impairment, and complex mental health symptoms that require urgent mental health specialty care Analyze and interpret results from mental health screening, history, physical examination, and observations to determine what brief interventions may be useful and whether a full diagnostic assessment is needed Diagnose school-aged children and adolescents with the following disorders: ADHD, common anxiety disorders (separation anxiety disorder, social phobia, generalized anxiety disorder), depression, and substance use Treatment
Apply fundamental (common factors, motivational interviewing) communications skills to engage youth and families and overcome barriers to their help seeking for identified social and mental health problems Apply common-factors skills and common elements of evidence-based psychosocial treatments to initiate the care of the following:
Children and youth with medical and developmental conditions who manifest comorbid mental health symptoms Depressed mothers and their children Infants and young children manifesting difficulties with communication and/or attachment or other signs and symptoms of emotional distress (eg, problematic sleep, eating behaviors) Children and adolescents presenting with the following:
Anxious or avoidant behaviors Exposure to trauma or loss Impulsivity and inattention, with or without hyperactivity Low mood or withdrawn behaviors Disruptive or aggressive behaviors Substance use Learning difficulties When a higher level of care is needed for symptoms listed above, integrate patient and/or family strengths, needs, and preferences, the clinician' s own skills, and available resources into development of a care plan for children and adolescents with mental health problem(s), alone, with the practice care team, or in collaboration with mental health specialists Demonstrate proficiency in selecting, prescribing, and monitoring (for response and adverse effects) ADHD medications and selective serotonin reuptake inhibitors that have a safety and efficacy profile appropriate to use in pediatric care Develop a contingency or crisis plan for a child or adolescent Develop a safety plan with patients and parents for children and adolescents who are suicidal and/or depressed Apply strategies to actively monitor adverse and positive effects of nonpharmacologic and pharmacologic therapy Facilitate a family' s and patient' s engagement with and transfer of trust (ie, "warm handoff") to a mental health professional Demonstrate an accurate understanding of privacy regulations Refer, collaborate, comanage, and participate as a team member in coordinating mental health care with specialists and in transitioning adolescents with mental health needs to adult primary care and mental health specialty providers approach for complex mental conditions in children and adolescents. Both general pediatricians and pediatric subspecialists will benefit from these collaborative skills. Other necessary clinical skills are specific to the age, presenting problem of the patient, and type of therapy required, as described in the following sections.
Infants and Preschool-aged Children
For infants and preschool-aged children, the signs and symptoms of emotional distress may be varied and nonspecific and may manifest themselves in the child, in the parent, or in their relationship. Pediatricians providing care to children and adolescents can improve the quality of their practice' s (and network' s) mental health services by developing competence in performing the following activities Establish collaborative and consultative relationships-within the practice, virtually, or off-site-and define respective roles in assessment, treatment, coordination of care, exchange of information, and family support Build a practice team culture around a shared commitment to embrace mental health care as integral to pediatric practice and an understanding of the impact of trauma on child well-being Establish systems within the practice (and network) to support mental health services; elements may include the following:
Preparation of office staff and professionals to create an environment of respect, agency, confidentiality, safety, and trauma-informed care; Preparation of office staff and professionals to identify and manage patients with suicide risk and other mental health emergencies; Electronic health record prompts and culturally and/or linguistically appropriate educational materials to facilitate offering anticipatory guidance and to educate youth and families on mental health and substance use topics and resources; Routines for gathering the patient' s and family' s psychosocial history, conducting psychosocial and/or behavioral assessment; Registries, evidence-based protocols, and monitoring and/or tracking mechanisms for patients with positive psychosocial screen results, adverse childhood experiences and social determinants of health, behavioral risks, and mental health problems; Directory of mental health and substance use disorder referral sources, school-based resources, and parenting and family support resources in the region; Mechanisms for coordinating the care provided by all collaborating providers through standardized communication; and Tools for facilitating coding and billing specific to mental health. Systematically analyze the practice by using quality improvement methods with the goal of mental health practice improvement and dyadic (attachment-focused) therapy as indicated, and comanaging care. When social risk factors are identified (eg, maternal depression, poverty, food insecurity), the pediatrician's role is to connect the family to needed resources.
School-aged Children and Adolescents
The AAP Task Force on Mental Health identified common manifestations of mental health problems in schoolaged children and adolescents as depression (low mood), anxious and avoidant behaviors, impulsivity and inattention (with or without hyperactivity), disruptive behavior and aggression, substance use, and learning difficulty and developed guidance to assist pediatric clinicians in addressing these problems. 61 Recognizing that 75% of children who need mental health services do not receive them, the AAP went on to publish a number of additional educational resources on these topics, specifically for pediatricians. [62] [63] [64] Additional tools are available online at www.aap.org/mentalhealth. Children and adolescents who have experienced trauma may manifest any combination of these symptoms. 65, 66 Children and adolescents with an underlying mental condition may present with somatic symptoms (eg, headache, abdominal pain, chest pain, limb pain, fatigue) or eating abnormalities. 67, 68 Furthermore, children and adolescents may experience impaired functioning at home, at school, or with peers, even in the absence of symptoms that reach the threshold for a diagnosis. 2, 69, 70 Once a pediatrician has identified a child or adolescent with 1 or more of these manifestations of a possible mental health condition (collectively termed "mental health concerns" in this statement, indicating that they are undifferentiated as to disorder, problem, or normal variation), the pediatrician needs skills to differentiate normal variations from problems from disorders and to diagnose, at a minimum, conditions for which evidence-based primary care assessment and treatment guidance exists-currently ADHD, 71 depression, 72, 73 and substance use. 74 Pediatricians also need knowledge and skills to diagnose anxiety disorders, which are among the most common disorders of childhood, often accompany and adversely affect the care of chronic medical conditions, and when associated with no more than mild to moderate impairment, are often amenable to pediatric treatment. 66 A number of disorderspecific rating scales and functional assessment tools are applicable to use in pediatrics, both to assist in diagnosis and to monitor the response to interventions; these have been described and referenced in the document "Mental Health Tools for Pediatrics" at www.aap.org/ mentalhealth.
Although the diagnostic assessment of children presenting with aggressive behaviors often requires mental health specialty involvement, pediatricians can use a stepwise approach to begin the assessment and offer guidance in selecting psychosocial interventions in the community for further diagnosis and treatment, as outlined in the guideline, "Treatment of Maladaptive Aggression in Youth (T-MAY)," available at www.ahrq.gov/sites/ default/files/wysiwyg/chain/ practice-tools/tmay-final.pdf.
Pharmacologic and Psychosocial Therapies
Many pharmacologic and psychosocial therapies have been proven effective in treating children with mental health disorders. Pharmacologic therapies may be more familiar to pediatricians than psychosocial therapies; however, psychosocial therapies, either alone or in combination with pharmacologic therapies, may be more effective in some circumstances.
For example, American Academy of Child and Adolescent Psychiatry guidelines recommend at least 2 trials of psychosocial treatment before starting medication in young children up to 5 years of age. 75 Studies involving children and adolescents in several specific age groups have revealed the advantage of combined psychosocial and medication treatment over either type of therapy alone for ADHD in 7to 9-year-old children, 76 common anxiety disorders in 7-to 9-year-old children, 77 and depression in 12-to 17-year-old children, 78 and benefits of combined therapy likely go well beyond these age groups. Furthermore, many children with mild or subthreshold anxiety or depression are likely to benefit from psychosocial therapy, mind-body approaches, and self-help resources without medication. 48, 66, 79 Although pediatricians may feel pressured to prescribe only medication in these and other situations because it is generally more accessible and/or expedient, 80 knowledge of these other approaches is necessary to offer children these choices. If needed community services are not available, pediatricians can use commonelements approaches in the pediatric office and advocate for evidencebased therapies to be offered by the mental health community.
Certain disorders (ADHD, common anxiety disorders, depression), if associated with no more than moderate impairment, are amenable to primary care medication management because there are indicated medications with a wellestablished safety profile (eg, a variety of ADHD medications and certain selective serotonin reuptake inhibitors). 81 Ideally, pediatric subspecialists would also be knowledgeable about these medications, their adverse effects, and their interactions with medications prescribed in their subspecialty practice. Necessary clinical skills are summarized in Table 4 .
Practice Enhancements
Effective mental health care requires the support of office and network systems. Competencies requisite to establishing and sustaining these systems are outlined in Table 5 .
PROGRESS TO DATE
Despite many efforts to enhance the competence of pediatric residents and practicing pediatricians (see accompanying technical report "Achieving the Pediatric Mental Health Competencies" 31 ), change in mental health practice during the last decade has been modest, as measured by the AAP's periodic surveys of members. National data reveal that in 2013, only 57% of pediatricians were consistently treating ADHD and less than a quarter were treating any other disorder. 82 Although fewer barriers were reported in 2013 than in 2004, most pediatricians surveyed in 2013 reported that they had inadequate training in treating child mental health problems, a lack of confidence to counsel children, and limited time for these problems. 83 In the accompanying technical report, we address the barriers of training and confidence. 31 The barrier of limited time for mental health care may one day become an artifact of volume-based care and the payment systems that have incentivized it. Value-based payment, expanded clinical care teams, and integration of mental health care into pediatric settings may provide new incentives and opportunities for mental health practice, improve quality of care, and result in improved outcomes for both physical and mental health conditions. In the interim, the AAP recognizes that although the proposed competencies are necessary to meet the needs of children, pediatricians will necessarily achieve them through incremental steps that rely on improved third-party payment for their mental health services and access to expertise in mental health coding and billing to support the time required for mental health practice.
RECOMMENDATIONS
The recommendations that follow build on the 2009 policy statement 18 and assumptions drawn from review of available literature; the recognized, well-documented, and growing mental health needs of the pediatric population; expert opinion of the authoring bodies; and review and feedback by additional relevant AAP entities. There are striking geographic variations in access to pediatric mental health services from state to state and within states, from urban to rural areas. 84 By engaging in the kind of partnerships described in the first point below, pediatricians can prioritize their action steps and implement them, incrementally, in accordance with their community's needs. With the pediatric advantage in mind, the AAP recommends that pediatricians engage in the following: In the accompanying technical report, 31 we highlight successful educational initiatives and suggest promising strategies for achieving the mental health competencies through innovations in the training of medical students, pediatric residents, fellows, preceptors, and practicing pediatricians and through support in making practice enhancements.
CONCLUSIONS
The AAP recognizes pediatricians' unique opportunities to promote children's healthy socioemotional development, strengthen children's resilience to the many stressors that face them and their families, and recognize and address the mental health needs that emerge during childhood and adolescence. These opportunities flow from the pediatric advantage, which includes longitudinal, trusting, and empowering relationships with patients and their families and the nonstigmatizing, family friendliness of pediatric practices. Fully realizing this advantage will depend on pediatricians developing or honing their mental health knowledge and skills and enhancing their mental health practice. To that end, this statement outlines mental health competencies for pediatricians, incorporating evidence-based clinical approaches that are feasible within pediatrics, supported by collaborative relationships with mental health specialists, developmental-behavioral pediatricians, and others at both the community and practice levels.
Enhancements in pediatric mental health practice will also depend on system changes, new methods of financing, access to reliable sources of information about existing evidence and new science, decision support, and innovative educational methods (discussed in the accompanying technical report 31 ). For this reason, attainment of the competencies proposed in this statement will, for most pediatricians, be achieved incrementally over time. Gains are likely to be substantial, including the improved well-being of children, adolescents, and families and enhanced satisfaction of pediatricians who care for them. 
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